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Comment.-I brought this patient because the occurrence of necrobiosis after minor injury has been mentioned many times and was recently the subject of discussion here. I am not aware that it has been previously recorded as developing in known scars following an infective lesion.
Sarcoidosis following Injury.-F. RAY BETTLEY, F.R.C.P.
Mrs. H. C., aged 37. History.-1927: Road accident involving grazes and cuts of varying depth on the face. 1943: Small sores began to appear in the scars. Seen in June 1943 by Mr. R. Mowlem when there were present irregular scars on the forehead with considerable "tattooing" of dust in the scars. Scars excised July 1943. Healed satisfactorily. September 1947: Red nodules appeared on the scars, starting near the outer canthus of the right eye.
November 1947: Similar nodule right pre-auricular. About the same time swelling of lymph glands in the neck was first noticed by the patient.
January 1948: Further yellow nodules appearing in the scar on the right side of the forehead. General health is fairly good. No loss of weight. No specific complaint.
On examination.-Irregular scarring, mainly linear, on the right side of the forehead and around the orbit. Purplish and yellow-brown nodules are scattered in the scars. Largest of these in the right upper eyelid measures Ii cm. across while many are of pinhead size. In the right pre-auricular region is a similar nodule which has arisen without a preceding scar. There are many soft, not tender, lymph glands palpable on both sides of the neck.
Investigations (Section shown.) Comment.-The original injuries resulted in scarring with a fair amount of tattooing of dust. Four years after these were excised nodules of sarcoid began to appear in the scars. After this there seems to have been a progress of the disease, starting in the scars and then appearing on the previously unaffected skin within the lymphatic drainage area, followed by involvement of the regional lymph glands. There are at present no other signs of sarcoidosis. I would like to mention a similar occurrence in two previous cases. The first is a man whom I now have under treatment with sarcoidosis of the pernio type on the nose. In 1944 he had a car accident in which he grazed his nose against the windscreen. This resulted in a superficial injury which healed, leaving a small red scar. In May 1947 the scar started to become thickened, and ultimately changed into a typical sarcoid covering an area two or three inches across. The diagnosis was confirmed by biopsy and there are no other lesions.
The third case of this kind is a medical student who had superficial scars on the tip of the nose resulting from a slight injury. When I saw him in April 1946 the scars were becoming red and nodular and a small nodule had appeared on the upper lip. Biopsy showed typical sarcoidosis. Dr. Leonard Howells saw this patient, and found radiological evidence of enlarged hilar glands with a fine nodulation in the lung parenchyma compatible with sarcoidosis. The Mantoux test 1/1,000 was positive; blood-count, E.S.R., skiagram of the feet, were all normal. I have not seen this patient since, but Dr. Leonard Howells kindly informs me that the skin lesions have now disappeared; the radiological appearances in the chest are unchanged but no other sign of sarcoidosis has appeared.
These cases are of importance so long as the cause of sarcoidosis remains unknown. It is usually assumed to be an infection, but I have not been able to discover any information or evidence as to the portal of entry.
Those who lean to the view that sarcoidosis is tuberculous in origin will presumably assume the usual portals of entry for that disease, with sarcoidosis developing at remote sites. These three cases, however, suggest the inoculation of infection at the time of injury followed, in the first patient, by a progressive spread via the lymph channels. Other possible explanations are that injury has determined the onset of sarcoidosis in these particular sites either by providing a locus minoris resistentik or by exciting an isomorphic reaction. Mother was given sulphapyridine tablets for pneumonia when seven months pregnant. No consanguinity. No similar skin trouble in the family. The rash has undergone considerable changes during the last ten months.
Incontinentia Pigmenti (Bloch Sulzberger
On examination.-The vesicular eruption has disappeared entirely. It has been replaced by a peculiar pigmented rash of a characteristic grey-brown colour, shape, and arrangement.
The individual lesion is an atrophic macule or a bizarre line which does not follow any vessels or nerves, the whole pattern suggests something artificial or arbitrary, never seen before, and is characteristic for the dermatosis.
The warty lesions have undergone considerable involution and there are only a few lesions on the left thigh present.
Incontinentia pigmenti is a well-defined histological dermatological entity described by Bloch and Sulzberger. It is characterized by the following features:
(1) Presence of lesions at birth or first days of life.
(2) Obscure inflammatory condition of skin, such as bullous erythema, urticaria, precedes pigmentation.
S
(3) Associated with the pigmentary anomaly there are sometimes other ectodermal defects.
(4) Dermatosis may show a familial occurrence. (5) It has a characteristic histology. There is only glight epidermal change confined to the basal-cell layer, which shows various degrees of irregularity and hydrops of individual cells, and some smaller cells with pyknotic nuclei. In general, the pigment in the epidermis is not increased, and only slightly increased in certain areas. The stratum papillare and subpapillare show the presence of coarse melanin granules, situated within phagocytic cells. Bloch and Sulzberger forwarded a hypothesis that there is a congenital pigmentary anomaly due to a pathological permeability of the melanoblasts by which the pigment instead of being discharged into the epidermis is directed into the corium, leading to an autochthonous tattoo of the corium. This tattoo is responsible for the peculiar pattern.
(6) The pigmentation is of such striking appearance that once seen it can never be missed again.
Dr. W. N. Goldsmith: Is the pigmentation always preceded by the various inflammatory conditions described? If so, the name is very inadequate for the clinical disorder as a whole. It only expresses a histologically diagnosed pigmentary aberration. Do the patches all look brown rather than grey or blue, in spite of the masses of pigmentation being fairly deep in the dermis, the epidermis being practically empty of it? Dr. Haber: Bloch and Sulzberger labelled their case Incontinentia Pigmenti because they thought that the melanoblasts of the basal layer are unable to keep their pigment within the cell membrane. Siemens, who was not prepared to accept the Bloch-Sulzberger theory, labelled his case as a "melanotic degeneration of the corium" and Naegeli regarded the condition as a chromatophore nevus. The colour of the pigmentation is similar to that of arsenical and tar melanosis because the chromatophores are situated in the upper layers of the corium, whereas in the blue navus the melanoblasts are to be found in the mid-cutis.
The following cases were also shown: (These cases may be published later in the British Journal of Dermatology.)
